CORRESPONDENCE
mean total dose of 0.5 per cent bupivacaine injected epiduraUy was 8.1 +-0.26 ml (range 5-10 ml). The subarachnoid block usually extended from $5 to T7 dermatomes. The usual upper level of the CSE block after injection of local anaesthetic via the epidural catheter was T4. In six patients (25 per cent) the subarachnoid block reached the T4-5 level and further extension of block by epidural injection of local anaesthetic was not required. All patients had good to excellent surgical analgesia. Similar assessment was made by the obstetric surgeon and the nurse anaesthetist. During surgery supplemental analgesics were not required in any patient. However, three patients (13 per cent) complained of nausea following manipulation of the peritoneum, and this was treated by an antiemetic.
In this study hypotension (defined as a 30 per cent fall in blood pressure compared to preoperative values or a systolic blood pressure below 100 mmHg) was uncommon (13 per cent) following subarachnoid block. When the CSE block was extended to the T4 dermatome by epidural injection of bupivacaine four patients (17 per cent) developed hypotension. However, the occurrence of this complication was considerably less frequent and less severe than that reported for epidural or subarachnoid block alone.L-4 Although the number of patients is too small to draw definite conclusions none of the 24 parturients developed postspinal headache in spite of early postoperative ambulation due to effective pain relief.
The advantages of CSE block over epidural block for Caesarean delivery are: minimal risk of maternal toxic reaction due to requirement of considerably smaller doses of local anaesthesia drug, more reliable block and less risk of maternal hypotension. 
Late venous perforations due to percutaneous central venous cannulation
To the Editor: In reference to the case report of Naguib et al. describing bilateral hydrothorax and hydromediastinum after subclavian line insertion, l we would like to report our experience with similar complications after central vein catheterization with inflexible left-sided lines.
We encountered no cases of pleural effusion following right-sided insertion of 750 polyethylene catheters (18cm long, 1.5-2mm diameterLeadercath VYGON| or 20 cm long, 2 mm diameter -Seldiflex Plastimed| by the Seldinger technique. In contrast, following placement of 450 catheters via the left internal jugular vein or the left subclavian vein, we encountered six cases of contralateral hydrothorax, which occurred between the first and sixth day of cannulation.
We have documented the mechanism of these complications, using chest radiographs with contrast media, to be the gradual erosion of the right lateral wall of the superior vena cava by the catheter tip. After removal of the central line and chest tube placement, all patients recovered uneventfully.
Two factors should be considered with respect to delayed hydrothorax: first, it appears that the polyethylene catheters are too rigid, particularly at the terminal portion where the tip is often sharp. 2 Second, comparative studies of anatomic sections in the frontal plane through the innominate vein 3 demonstrate that the catheter lies against the inferior border of the left innominate vein, with its stiff tip abutting against the right wall of the superior vena cava. Normal respiratory system movements and cough produce intrathoracic pressure variations and therefore modifications of the initial positioning of the catheter within the venous system. Movement of the catheter will be transmitted to the catheter tip. We suggest that movement of the stiff catheter can produce gradual vein erosion and in some cases perforation, with resulting hydrothorax.
When rigid lines (polyethylene or teflon) are used for left subclavian or left internal jugular vein eannulation, we therefore recommend that the catheter be inserted only to the point where its tip will be in the midline of the thorax (sagittal plane) and will lie in the left innominate vein, short of the superior vena cava. Softer polyurethane catheters, also usable with the Seldinger technique are preferable. 
A plan for the anaesthetic management of a patient coming to surgery
To the Editor: With a view to assisting medical students, beginning anaesthesia residents, and possibly others, in organizing and applying their theoretical knowledge when faced with a clinical situation in anaesthesia, we wish to present the following plan. The object of this plan is to provide the user with the framework with which he or she can design a rational anaesthetic management plan. A quotation by Winnie I is relevant to our objectives in presenting this plan. "The technique to be used in any given case should be determined on the basis of the surgical site, the required level of anaesthesia, and the physical status and habits of the patient, not on the basis of the anaesthetist's bias or training."
We feel that sections I (Preoperative evaluation) and II (Preinduction period) are those portions of anaesthetic management which are most often neglected by beginning trainees and yet they are most important for the safe conduct of anaesthesia.
While a management plan of this type is likely to be in wide use, we are not aware of a previous similar publication. We hope that our plan will assist those beginning their training in anaesthesia, and that it will elicit interest amongst the readers of the Journal.
